Meta-analyses were performed on 25 comparative Minnesota Multiphasic Personality Inventory (MMPI) and MMPI-2 studies of 1,428 male African Americans versus 2,837 male European Americans, 12 studies of 1,053 female African Americans versus 1,470 female European Americans, and 13 studies of 500 male Latino Americans and 1,345 male European Americans. Aggregate effect sizes suggest higher scores for ethnic minority groups than for European Americans on some MMPI/MMPI-2 scales and lower scores on others. However, none of the aggregate effect sizes suggest substantive differences from either a statistical or clinical perspective. The MMPI and MMPI-2 apparently do not unfairly portray African Americans and Latinos as pathological. Effect sizes across studies generally did not vary as a function of sociodemographic variables, research setting, or use of the MMPI versus MMPI-2. It is recommended that additional between-and within-ethnic groups psychopathology research continue.
In an increasingly multicultural society, ethnic differences in psychopathology could have far reaching implications. Perhaps the most benevolent implication of ethnic differences would be the need for culture-specific models of psychopathology, assessment, and treatment (Florsheim, Tolan, & Gorman-Smith, 1996; Okazaki, 1997) . However, cultural differences have traditionally been regarded in our society as deficiencies (Jones, 1988) . Ethnic differences in psychopathology could result in ethnic minority persons receiving different, and possibly negative, treatment in educational, employment, legal, mental health, and other settings in which measures of psychopathology are used to determine one's status. Thus, when ethnic differences in psychopathology are reported, the validity of such differences has been questioned (Okazaki & Sue, 1995b) .
Epidemiological data on psychopathology suggest few ethnic differences in rates of psychopathology. In the Epidemiological Catchment Area Project (ECAP), African Americans had significantly greater lifetime prevalence than European Americans only of simple phobia, agoraphobia, and cognitive impairment (Robins et al., 1984) . In the same project, European Americans had a significantly greater prevalence of drug abuse and major depressive disorders than did Mexican Americans, but there were not 'significant differences for other disorders (Karno et al., 1987) . More recent data also suggest comparable rates of psychopathology across ethnic groups (Huertin- Roberts, Snowden, & Miller, 1997; Kessler et al., 1994; Roberts & Sobhan, 1992) . In contrast to the ECAP, the prevalence of Diagnostic and Statistical Manual of Mental Disorders (3rd ed., rev.; DSM-III-R; American Psychiatric Gordon C. Nagayama Hall, Anita Bansal, and Irene R. Lopez, Department of Psychology, Kent State University.
We thank John McNulty for reviewing an earlier version of this article. Correspondence concerning this article should be addressed to Gordon C. Nagayama Hall, who is now at the Department of Psychology, 333 Moore Building, Pennsylvania State University, University Park, Pennsylvania 16802. Electronic mail may be sent to gch3@psu.edu. Association, 1987) disorders in the National Comorbidity Survey (NCS) among African Americans versus European Americans was not higher for any disorder, and it was significantly lower for affective, substance-use disorders, and comorbidity (Kessler et al., 1994) . Latinos in the NCS had a higher prevalence than European Americans only of affective disorders over the past year and comorbidity (Kessler et al.) . Thus, the epidemiological findings appear to suggest that ethnicity is not a significant source of variance in psychopathology.
Sources of Potential Ethnic Differences
Why should differences in psychopathology be expected among ethnic groups in the United States? Cultural differences may persist across ethnic groups even among persons who are not recent immigrants and who are highly acculturated. One general dimension along which ethnic groups in the United States differ is individualism-collectivism. Compared to European Americans, ethnic minority persons in the United States have a relatively collectivist orientation (Greenfield, 1994; Hill, Soriano, Chen, & LaFromboise, 1994; Phinney, 1996 ; D. W. Sue & D. Sue, 1990) . Collectivist cultures emphasize attending to others, fitting in, and interpersonal harmony (Markus & Kitayama, 1991) . Such cultural differences may be associated with differences in the expression of psychopathology.
Minority status may also influence psychopathology among persons of color in the United States. African Americans are more likely to perceive events as racist than are European Americans (Inman & Baron, 1996) . Perceived discrimination may be minimized in some situations to enhance self-esteem and perceptions of control (Ruggiero & Taylor, 1997) . Nevertheless, discrimination based on minority status is a stressor that may be more prominent for persons of color than for European Americans. It is possible that the stress associated with discrimination may have negative health and mental health consequences for ethnic minority persons (cf. Myers et al., 1995) .
Definition of Ethnicity
A primary issue when attempting to assess ethnic differences in psychopathology is the definition of ethnicity or race. Ethnicity has been recently defined as referring to broad groupings on the basis of both race and ethnicity (Phinney, 1996) . In keeping with Phinney's (1996) definition, ethnicity in this article will encompass race, a term on which there is disagreement as to its meaning, and it will focus on members of nondominant groups in the United States. In most research, it is assumed that persons of the same ethnicity or race share psychological characteristics associated with culture and that these characteristics are associated with psychopathology (Okazaki & Sue, 1995b) .
Not all persons share the same degree of identification with their ethnic group (Dana, 1988; Greene, 1987; Suzuki & Kugler, 1995) . Moreover, not all individuals in an ethnic group are similar, and within-ethnic group heterogeneity may be as important as between-groups heterogeneity (Greene, 1987; Jones, 1991; Okazaki & Sue, 1995b; Suzuki & Valencia, 1997) . One method of addressing within-group heterogeneity is to match or statistically control for demographic characteristics, such as age, gender, and socioeconomic status. However, such matching cannot control for all potentially relevant variables, such as degree of societal discrimination experienced, and many demographic variables are confounded with ethnicity (Phinney, 1996) . Moreover, it is possible that some of these demographic variables are causal variables and that ethnicity obscures such causality because it is confounded with these variables (cf. Meehl, 1971) .
The expected effects of ethnic identification on psychological functioning are not clear. There is some evidence that a stronger ethnic identification is associated with better psychological functioning, such as increased self-esteem (Phinney, 1989) . However, there is other evidence that being ethnic identified may be maladaptive when there are negative stereotypes associated with the ethnic domain, such as in academic achievement (Fordham, 1988; Fordham & Ogbu, 1986; Steele, 1997) . However, the benefits of ethnic disidentification (e.g., possible academic achievement) may incur psychological costs, such as depression (Arroyo & Zigler, 1995) . Similarly, the adaptiveness of ethnic identification may be associated with social context (Tanaka, Ebreo, Linn, & Morera, 1998) . For example, a strong ethnic identification may serve as a buffer against discrimination for situations in which a person is a numerical minority, yet it also could interfere with one's functioning within the majority social context.
Although it is an important construct, there is no generally accepted method of measuring ethnic identity. Several different ethnic-identity scales have recently been developed. However, most of the scales do not have well-established psychometric properties, and those that do are not necessarily useful in clinical samples (Kohatsu & Richardson, 1996; Sabnani & Ponterotto, 1992) . Moreover, few of the scales have been designed to measure ethnic identity across multiple ethnic groups (see Phinney, 1992 , for an exception).
Measurement Issues
A major issue is how to measure psychopathology across ethnic groups. Ernie or culture-specific measures may capture unique cultural characteristics, but may not allow between-ethnic groups comparisons (Dana, 1988 (Dana, , 1993 Okazaki & Sue, 1995a) . Etic approaches are based on the assumption that the same constructs exist across cultures, which allows between-groups comparisons. Diagnostic judgments by clinicians have been used to identify ethnic differences in psychopathology, but clinical judgments for some diagnoses tend to be biased against ethnic minority persons ( Garb, 1997; Snowden & Cheung, 1990) . Presumably, self-reports on standardized measures of psychopathology might be less negatively biased than the judgments of others. However, measures to assess psychopathology are not necessarily equivalent across cultural groups, even when attempts are made to establish equivalence, such as including ethnic minority groups in standardization samples and language translation. Tests tend to favor persons from the culture in which the test was developed (Dana, 1988; Mackenzie, 1984) . Despite these methodological problems, however, the assessment of ethnic differences is important in determining the applicability and limits of theories and tests of psychopathology (Ben-Porath, 1990; Okazaki & Sue, 1995b; Triandis & Brislin, 1984) .
Although there is no gold standard of psychopathology, the Minnesota Multiphasic Personality Inventory (MMPI) is one of the most widely used measures of psychopathology. It is also one of the most psychometrically reliable and valid tests, and it is able to effectively discriminate between pathological and nonpathological groups (Parker, Hanson, & Hunsley, 1988; Zalewski & Gottesman, 1991) . There also have been more studies of ethnic differences using the MMPI and the MMPI-2 than any other measure. Thus, the criterion measures of psychopathology in the current review will be the MMPI and MMPI-2.
Some have contended that the MMPI-2 is culturally biased (Dana & Whatley, 1991; Park, Upshaw, & Koh, 1988) , whereas others have contended that it is not (Butcher & Williams, 1992; Weiner, 1995) . An absence of ethnic-group differences is not sufficient evidence that a test is not biased. Test scores may or may not be associated with the same extra-test behavior across ethnic groups (Butcher, Graham, & Ben-Porath, 1995; Greene, 1987; McNulty et al, 1997; Pritchard & Rosenblatt, 1980; Timbrook & Graham, 1994) . However, the same measures of extra-test behaviors are not consistently used across MMPI/MMPI-2 ethnic differences studies, and often these measures are less reliable and valid than the MMPI/MMPI-2 itself. Moreover, the measurement of such extra-test behavioral criteria (e.g., diagnosis, clinical ratings, other test scores) typically is not culturally sensitive, and culturally unbiased criteria for psychopathology are difficult to identify (Adebimpe, 1994; Garb, 1997; Gynther, 1989; Snowden & Cheung, 1990) . Test bias will not be directly addressed in this review.
A related measurement issue involves the functional equivalence of behavior measured by a test, or whether the same behavior exhibited by two different ethnic groups is interpreted similarly or has the same impact in the individual's context. One method of assessing functional equivalence is to determine if persons from different ethnic groups in particular settings have similar scores. For example, if the MMPI/MMPI-2 scores of two ethnic groups were not significantly different across studies in psychiatric inpatient settings, it could be contended that the same levels of psychopathology are required for hospitalization, and that the same types of psychopathological behaviors are not interpreted differently. Conversely, if the groups exhibited significantly different scores, then it could be contended that the same behaviors are interpreted differently, insofar as the different scores reflect differing hospitalization criteria. Thus, lower levels of psychopathology might be interpreted as warranting hospitalization for one group than for another. Granted, the criteria for psychiatric hospitalization or admission to other clinical settings (e.g., substanceabuse programs) may also be culturally biased (Adebimpe, 1994; Garb, 1997; Gynther, 1989; Snowden & Cheung, 1990 ).
Ethnicity and the MMPI/MMPI-2
The original MMPI did not include ethnic minorities in its standardization sample. Consequently, some have contended that the test is biased against ethnic minority groups. Some reviews have reported differences, whereas others have not (e.g., Dana, 1988; Greene, 1987; Gynther, 1989; Pritchard & Rosenblatt, 1980) . However, ethnic minority persons were included in the standardization sample of the MMPI-2 (Butcher, Dahlstrom, Graham, Tellegen, & Kaemmer, 1989) , and some studies of ethnic differences have been conducted with this revised measure. However, most MMPI/MMPI-2 studies of ethnic groups have not included adequately large, representative samples of ethnic minority groups (Okazaki & Sue, 1995b) . One solution to this issue would be to aggregate samples across individual studies through meta-analytic methods. Another reason for a meta-analytic review is that existing reviews have been qualitative (e.g., Greene, 1987; Gynther, 1989) and there have not been recent comprehensive reviews of the MMPI ethnic-differences literature. Moreover, since the earlier reviews of MMPI ethnic differences, the MMPI-2, which included ethnic minority persons in its normative sample, has been developed.
The purpose of this article is to review the MMPI and MMPI-2 research that has compared ethnic groups over the past 31 years. We considered all studies since 1967 that included direct comparisons of the MMPI/MMPI-2 Validity and Clinical scale scores of male and female European Americans and of male and female ethnic minorities. Because we included only comparisons for which there were at least 10 different published studies, metaanalyses of MMPI/MMPI-2 studies only for male and female European Americans, male and female African Americans, and male Latino Americans are included. Where it was possible, we created subgroups of studies conducted in particular settings (i.e., clinical, substance-abuse treatment, forensic, inpatient) to determine if MMPI/MMPI-2 scores across ethnic groups in relatively homogeneous settings are more similar than those in more heterogeneous settings. This subgrouping was conducted in part to provide an estimate of the functional equivalence of psychopathology in these particular settings.
Method

Literature Search and Criteria for Inclusion
Studies included in the Psyclnfo database from 1967-1998 that directly compared ethnic minority groups with European Americans on the MMPI or MMPI-2 were considered. Studies that did not report between-groups comparisons were excluded, as were studies that did not report on all Validity and Clinical subscales of the MMPI. Male and female participants' data were analyzed separately because combined analyses may obscure potential gender differences. Studies that did not report separate analyses for male and female participants were excluded. Also excluded were studies that did not report between-groups means and standard deviations or statistical comparisons for each of the three MMPI/MMPI-2 Validity and 10 MMPI/MMPI-2 Clinical scales. Studies in which adolescents were administered the MMPI were considered for inclusion. At least 10 between-groups studies comparing European Americans versus another male or female ethnic group were required to qualify for inclusion in these analyses. This resulted in the identification of 25 usable studies of male African Americans versus European Americans, 12 usable studies of female African Americans, and 13 usable studies of male Latinos versus male European Americans. There were not at least 10 usable studies of Latinas (N = 4), or of male or female Asian Americans (N = 4) or American Indians (N = 7).
Procedure
The individual study was the unit of analysis. Any overlapping samples across studies from the same studies were identified. If more than one study had sample overlap, then the study that analyzed the most inclusive sample was included in the current meta-analyses. For individual studies that compared more than one sample (e.g., African American vs. European American psychiatric inpatients and African American vs. European American forensic patients), each sample comparison was considered as an individual effect size. In studies in which the MMPI and MMPI-2 were both included, MMPI-2 data were used in the meta-analyses. The three Validity and 10 Clinical scales were analyzed because these were consistently analyzed scales across studies and are included on both the MMPI and MMPI-2. We used AT-corrected T scores for each MMPI/MMPI-2 scale unless only raw scores were reported. There were too few studies for analyses that reported non-X-corrected T scores.
Several studies were identified that statistically controlled for demographic characteristics (e.g., education, intellectual functioning). If these studies also included analyses in which demographic characteristics were not statistically controlled, then the statistically controlled analyses were included in the current meta-analysis. Other studies matched participants on demographic characteristics. In studies in which matched and unmatched analyses were presented, the matched analyses were included in the current meta-analyses. Studies in which participants were generally identified as similar on a demographic characteristic (e.g., socioeconomic status), but in which the participants were not matched or in which the demographic characteristic was not directly analyzed were not considered to be demographically matched studies (e.g., Moore & Handal, 1980) .
Calculation of Effect Size
The Pearson product-moment correlation between ethnicity and MMPI/ MMPI-2 scales scores was used as an estimate of effect size, using the formulas provided by Rosenthal (1991) . Pearson's r is more accurate than Cohen's d (1988) in estimating effect sizes in samples with unequal sizes (Rosenthal, 1991) , which were common among the studies reviewed. For studies that reported no between-groups differences for certain MMPI/ MMPI-2 scales and did not provide additional information to compute an exact effect size (e.g., test statistic, mean, standard deviation), a p value of .50 was assigned, which is an effect size of 0 (Rosenthal, 1991) . After correlational estimates were computed for each study, the correlation coefficients were transformed to Fisher's zs to normalize the distribution. Fisher's zs were weighted for each study in the current meta-analyses as a function of sample size (i.e., weighting = N -3). Weighted Fisher's zs were combined across studies and divided by the sum of the sample size weightings (N -3) for each study for a mean weighted Fisher's z. The mean weighted Fisher's z was transformed to a correlation coefficient. The correlation coefficient was also transformed to Cohen's d (1988) for descriptive purposes using Rosenthal's (1991) 
The statistical significance of the heterogeneity of the combined effect sizes in each meta-analysis was then determined in a chi-square analysis Goldman et al. (1995) , McNulty et al. (1997) , and Timbrook & Graham (1994) in which the MMPI-2 was used.
based on the sum of weighted squared deviation Fisher's zs. The formula used was x 2 with K -1 dfi = 2(N -3)/(Z, -Z), where Z y is the Z for any single study, Z is the mean of all the Zs obtained, K is the number of studies being compared, and N is the number of participants per study (Rosenthal, 1991) . Because comparisons were conducted for the 3 MMPI/ MMPI-2 Validity and 10 Clinical scales within each of the three sets of studies (male African Americans vs. European Americans, female African Americans vs. European Americans, male Latino Americans vs. European Americans) a p value of .004 (.5/13) was used as the criterion for statistical significance. This correction procedure was implemented for the post hoc comparisons because there were no a priori hypotheses about MMPI/ MMPI-2 ethnic differences. To determine the source of effect size heterogeneity, we categorized each study in terms of (a) age of participants (inclusion of adolescents vs. exclusively adults); (b) whether there was matching or statistical control for demographic variables (as discussed above); (c) use of the MMPI versus MMPI-2; (d) whether the participants were in clinical (e.g., psychiatric, forensic, substance abuse) versus nonclinical settings (e.g., school); and (e) the specific setting of the study (i.e., substance abuse vs. other setting; forensic vs. other setting; inpatient, including incarceration vs. other setting).
To determine the number of studies averaging null results required to change the overall significance level of the meta-analyses from statistical significance to nonsignificance (or the converse), we used the formula X = 19 s -n, where X is the number of other studies required to bring the overall p to .50, 19 is the ratio of the total number of nonsignificant (at p > .05) results to the number of significant (at p < .05) results expected when the null hypothesis is true, 5 is the number of studies summarized in the meta-analysis significant at p < .05, and n is the number of summarized studies not significant at p < .05 (Rosenthal, 1991) . This number constitutes the fail safe statistic.
Results
Effect Size and Date of Publication
Pearson correlations between effect size and date of publication of each of the studies were examined. Only MMPI studies were included in these analyses, as the comparison of MMPI/MMPI-2 studies is examined below. None of these correlations was statistically significant (all ps > .06). For the MMPI studies involving African American versus European American men, the absolute value of the mean correlation across MMPI scales was .21 (absolute value range = .01 to .54). For the MMPI studies involving African American versus European American women, the absolute value of the mean correlation across MMPI scales was .28 (absolute value range = .05 to .49). For the MMPI studies involving Latino versus European American men, the absolute value of the mean correlation across MMPI scales was .17 (absolute value range = .01 to .41).
Male African Americans Versus Male European Americans
The samples of male African Americans versus European Americans are described in Table 1 . Across studies, there were only 12 individual scale differences that were of medium effect size (d = .60; Cohen, 1988) among 325 individual scale comparisons (Table 2) . Aggregate effect sizes indicate that African Americans exhibited higher scores than European Americans on Scales Lie (L), Frequency (F), Correction (K), 1, 7, 8, and 9. European Americans exhibited higher scores than African Americans on Scales 2, 3, 4, 5, and 0. There were no between-groups differences across studies on Scale 6. However, all aggregate effect sizes for male African Americans versus European Americans are considered small at best (small effect size, d = .20; medium effect size, d = .60, large effect size, d = 1.00; Cohen, 1988) . The fail-safe statistic suggests that the aggregate effect sizes for Scales L, F, 8, and 9 were robust, using a tolerance level of 5 K + 10, where K = the number of studies in the meta-analysis (Rosenthal, 1991) . The aggregate effect size for Scale 4 was heterogeneous, N = 24) = 43.30, p < .009. Effect sizes were significantly different in studies (a) that used the MMPI (-.06) versus the MMPI-2 (.12), Z=2.l6,p< .02; (b) of nonclinical (.26) versus clinical (-.07) settings, Z = 1.83, p < .04; and (c) of forensic settings (-.11) versus other settings (.02), Z = 2.50, p < .006.
The aggregate effect size for Scale 7 was heterogeneous, ^(1, N = 24) = 52.32, p < .0007. Effect sizes were significantly different in studies of (a) adolescents (.36) versus adults (-.01), Z = 2.23,p < .01; and (b) substance-abuse settings (-.13) versus other settings (.09), Z = 1.72, p < .04.
The aggregate effect size for Scale 8 was heterogeneous, ^(1, N = 24) = 46.24, p < .004. Effect sizes were significantly different in studies (a) of adolescents (.44) versus adults (.14), 
Female African Americans Versus Female European Americans
The samples of female African Americans versus European Americans are described in Table 3 . Across studies, only 7 of 156 individual scale differences constituted medium effect sizes and there were no large effect sizes (Table 4) . Aggregate effect sizes indicate that African Americans exhibited higher scores than European Americans on Scales L, F, 1, 2, 4, 5, 6, 7, and 8, and lower scores on Scales K, 2, 3, and 9. There was no difference across studies on Scale 0. As with the studies of male participants, all aggregate effect sizes in the female African American versus European American studies are considered small. The fail-safe statistic suggests that aggregate effect sizes for Scales 5 and 9 were robust.
The aggregate effect size for Scale 4 was heterogeneous, ^(l, ftf = ii) = 40.73, p < .000004. Because only one study was in a substance-abuse setting and only one study was in a forensic setting, these two variables were not examined as potential sources of variance in heterogeneous effect sizes. Effects sizes were significantly different in studies 
Male Latino Americans Versus Male European Americans
Most of the studies of Latinos were of Mexican Americans (Table 5) . Twenty-one of the 169 effect sizes across individual studies constituted medium effects, and one constituted a large effect (Table 6 ). Aggregate effect sizes suggest that Latino Americans had higher scores than European Americans on the three Validity scales (L, F, and K) and lower scores on all Clinical scales (1, 2, 3, 4, 5, 6, 7, 8, 9 , and 0), although all these effect sizes were small. The fail-safe statistic suggests that the aggregate effect sizes were robust only for Scales L and 5.
The aggregate effect size for Scale 5 was heterogenous, N = 12) = 49.53, p < .0000001. However, none of the variables considered significantly accounted for this variance.
Discussion
A general conclusion of this study is that MMPI/MMPI-2 differences among European Americans, African Americans, and Latino Americans are trivial. The MMPI and MMPI-2 apparently do not unfairly portray African Americans and Latino Americans as pathological. The aggregate effect sizes for each MMPI/ MMPI-2 scale revealed that ethnic minority groups exhibited greater scores than European Americans on some scales and lower scores on others in published studies conducted over the last 31 years. Across studies, male African Americans exhibited higher scores than male European Americans on 7 MMPI/MMPI-2 scales, lower scores on 5 scales, and no difference on 1 scale. Female African Americans exhibited higher scores than female European Americans on 8 scales, lower scores on 4 scales, and no difference on one scale across studies. Latino Americans exhibited higher scores across studies than male European Americans on 3 scales and lower scores on 10 scales. However, most of the aggregate .00
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Note. N = 1,053 African American and 1,470 European American participants. Effect sizes are expressed as Cohen's d statistic. Negative values mean that European American participants had higher scores than did African American participants. The aggregate effect size for each scale is weighted by the N of each individual study. The fail-safe statistic is the number of studies averaging null results required to change the overall significance level meta-analyses from statistical significance to nonsignificance (or the converse). L = Lie; F = Frequency; K = Correction. effect sizes were not statistically robust. Robust aggregate effect sizes were found only for Scales L, F, 8, and 9 in studies that compared male African Americans and European Americans, Scales 5 and 9 in studies that compared female African Americans and European Americans, and Scales L and 5 in studies that compared male Latino Americans and European Americans. Studies that are published are typically biased toward statistically significant differences (Rosenthal, 1991) . Thus, many of the nonrobust aggregate differences are suspect. Although the actual between-ethnic groups differences may be attenuated somewhat because some studies did not report sufficient information to compute exact effect sizes when between-groups differences were not statistically significant, even when differences were found, they were not substantive. None of the aggregate effect sizes, including the robust ones, in the current meta-analyses qualify as a medium effect size. The small aggregate sizes that were found for all MMPI/MMPI-2 scales in this study constitute less than 5 T-score points on any particular MMPI scale, which is not clinically meaningful (Greene, 1987) .
The largest aggregate effect size in this study was the difference between male Latino Americans and European Americans on Scale 5, with male Latinos scoring lower on the scale. Although Scale 5 is heterogeneous in content, lower scores may suggest stereotypically masculine preferences in work, hobbies, and other activities (Graham, 1993) . This was a robust finding, in that 221 studies would be required to change this significant difference to a nonsignificant one. There may exist subgroups of Latino men having a traditionally masculine gender identity, but it is unknown if such subgroups of men are any larger in Latino cultures than in other cultures (Casas, Wagenheim, Banchero, & MendozaRomero, 1995) . Moreover, there may be positive aspects of some patriarchal cultural groups, including family nurturance and a sense of community (Sorenson & Siegel, 1992) . It is unknown from these analyses whether different extra-test behaviors are associated with Scale 5 for Latino versus European American men. Although the aggregate effect size for Scale 5 in studies of male Latino versus European Americans was heterogeneous, effect sizes did not differ across settings. Moreover, effect sizes in studies for which there was matching based on sociodemographic characteristics did not differ from those in which there was not. Perhaps the failure in these analyses to detect a specific source of the heterogeneity of the aggregate Scale 5 effect size was that most of the sources of heterogeneity that were tested in this study involved different cJinical settings. Scale 5 is not strictly a measure of psychopathology (Graham, 1993) and may not differ across clinical settings. Although the effect size for Scale 5 for male Latinos versus European Americans was the largest aggregate effect size in the current meta-analyses, it should be kept in mind that this is considered a small effect (i.e., less than 5 MMPI/MMPI-2 T-score points).
Sociodemographic influences had remarkably little influence on the findings. Twelve of the studies considered in the current meta-analyses included some form of matching of participants on sociodemographic variables. Effect sizes did not differ between studies that matched and did not match participants, with the exceptions of MMPI/MMPI-2 Scale 4 in the comparisons between male and female African Americans and European Americans, and MMPI/MMPI-2 Scale 8 for male African Americans and European Americans. In the male comparisons, ethnic differences were smaller in matched studies, whereas ethnic differences were larger in the matched studies for the female comparisons. Effect sizes in studies that included adolescents were not significantly greater than the effect sizes in studies that included only adults, with the exceptions of Scales 7, 8, and 9 for male African Americans and European Americans, and Scale 4 for female African Americans and European Americans. There is some evidence that elevations on Scales 4, 7, 8, and 9 are generally greater among adolescents than among adults (Graham, 1990) . Thus, the larger effect sizes on these scales among adolescents in this study may be a function of a less restricted range of scores (i.e., more variance) relative to adults. Effect sizes generally were not different in studies that used the MMPI versus the MMPI-2. However, MMPI-2 studies yielded larger effects sizes than the MMPI for Scales 1 and 4 for male African Americans versus European Americans and for Scale 4 for female African Americans versus European Americans. Unlike the MMPI, ethnic minority samples were included in the MMPI-2 standardization sample. The current results suggest that inclusion of ethnic minorities in a standardization sample does not necessarily eliminate all ethnic differences. Nevertheless, none of the aggregate individual scale effect size differences in the MMPI-2 studies constituted a medium effect size or greater. The primary conclusion is that differences between European Americans and African Americans, and between male European Americans and male Latinos on both the MMPI and the MMPI-2 are minimal.
These findings provide some evidence that the behavior measured by the MMPI/MMPI-2 is functionally equivalent. Most of the MMPI/MMPI-2 scale effect sizes in the current meta-analyses were not heterogeneous, meaning that effect sizes did not significantly vary across studies or settings. In no instance did any effect size for a subset of studies (MMPI vs. MMPI-2, adolescent vs. adult samples, clinical vs. nonclinical samples, substance-abuse vs. other settings, forensic vs. other settings, inpatient vs. other settings) reach or exceed a medium effect size. These findings may mean that self-reported psychopathology is generally equivalent across ethnic groups in the settings that were examined in this study, which included educational, employment, medical, and psychiatric settings. In most cases in which aggregate effect sizes were significantly heterogeneous, studies from homogeneous settings (i.e., clinical, inpatient) yielded smaller between-ethnic groups differences than did studies from other settings. Thus, it does not appear that there are major ethnic differences in self-reported psychopathology in most clinical and psychiatric settings. Exceptions were for male African Americans and European Americans for which there were somewhat larger effect sizes on Scale 4 in forensic samples versus other samples (African Americans had lower scores in forensic samples) and for Scale 7 in substanceabuse treatment versus other samples (African Americans had lower scores in substance-abuse samples). These exceptions may be a function of a generally greater range of psychopathology in forensic and substance-abuse populations. Alternatively, it could be contended that a lower criterion level of psychopathology was sufficient for African American than for European American men to qualify for involvement in forensic and substance-abuse programs. Nevertheless, these ethnic differences in psychopathology associated with clinical setting occurred for only 2 of the 39 aggregate MMPI/MMPI-2 scale comparisons in this study.
Although the behaviors measured by the MMPI/MMPI-2 appear functionally equivalent in most of the clinical settings assessed in the current meta-analyses, this does not necessarily mean that the behaviors are functionally equivalent in ethnic community contexts. A limitation of the current study is that no extra-test measures were consistently available across studies. It is possible that the behaviors measured by the MMPI/MMPI-2 could have a very different impact in European American versus non-European American communities. Such community impact may not be adequately assessed by the mental health professionals who usually diagnose clients, and who are highly unlikely to be ethnic minority persons (Bernal & Castro, 1994) . In fact, there is evidence of clinical judgment bias against ethnic minority persons for certain diagnoses (Garb, 1997; Snowden & Cheung, 1990) . One method of reducing bias might be to include ratings of ethnic minority persons by ethnic minority mental health professionals as extratest measures (cf. S. Sue, Fujino, Hu, Takeuchi, & Zane, 1991) . A more portable approach might be to have ethnic minority mental health professionals develop culturally sensitive measures that could be used across settings.
Another culturally sensitive extra-test measure might involve peer ratings by members of the same ethnic group as the person being rated. There is evidence that the correlations between partner ratings and MMPI-2 scores generally do not significantly differ between African Americans and European Americans (Timbrook & Graham, 1994) . However, the ethnicity of the partners was not specified in that study and the peer ratings were in response to an existing adjustment scale that was not necessarily designed for use with ethnic minority populations. Peer ratings may also be biased. For example, a friend or spouse could have a positive bias. Less bias might occur in same ethnicity peer ratings from colleagues from employment or educational settings. In general, efforts should be made to gather culturally sensitive extra-test data to determine the contextual impact of the behavior measured by personality tests.
The current results appear consistent with epidemiological data that suggest few ethnic differences in psychopathology (Huertin- Roberts et al., 1997; Karno et al., 1987; Roberts & Sobhan, 1992; Robins et al., 1984) . Recent evidence also suggests the consistency of personality structure across cultures (McCrae & Costa, 1997 ). However, it is possible that there are ethnic differences in psychopathology and the commonly used tests and diagnostic classifications are insensitive to such differences. One possible reason for such insensitivity may be the etic nature of many personality tests and diagnostic classifications, which may exclude important personality characteristics and aspects of psychopathology specific to non-European American cultures. The content of the MMPI and MMPI-2 was not developed with specific attention to the multiple cultural groups in the United States to which the tests would be administered (Dana & Whatley, 1991; Park et al., 1988; Suzuki & Kugler, 1995) .
Even if the current lack of ethnic differences in psychopathology was replicated with culturally sensitive test and extra-test measures, there may still exist important ethnic personality differences. It has been contended that a lack of difference between advantaged and disadvantaged groups may mean that the disadvantaged group had made efforts to overcome the disadvantage (Hall & Barongan, 1997) . Equal levels of psychopathology between American majority and minority groups may imply that the minority groups are engaging in additional coping with stressors (e.g., societal discrimination) that the majority group experiences less of the time. Thus, another important extra-test construct to measure would be any impediments to psychological health that may differentially affect certain groups.
A general limitation of meta-analysis is that a common database is necessary for inclusion. Thus, some MMPI/MMPI-2 studies of ethnic minority populations were excluded because data were reported that were not comparable with the data from studies that were included (e.g., male and female data combined, data from a single ethnic group reported, selected MMPI/MMPI-2 scales included). A weakness of the current meta-analyses is the limited number of studies that qualified for inclusion. Nevertheless, rela-lively large numbers of male African Americans (TV = 1,428), female Americans (N = 1,053), and male Latino Americans (N = 500) were included in the current meta-analyses. However, only four of the studies involving African Americans and none involving Latinos in the current meta-analyses used the MMPI-2. There were fewer than 10 available comparative studies per group to conduct meta-analyses involving Latinas, Asian Americans, or American Indians.
The MMPI-2 is the most widely used personality instrument and its applicability and limitations with ethnic minority populations need to be more fully investigated. Despite the general absence of ethnic differences in this study, most of the effect sizes were not robust, and more research is necessary to determine whether there are ethnic differences on the MMPI-2. Missing from most of the studies in the current meta-analyses was a consideration of withingroup variability that might be associated with psychopathology. For example, most of the studies did not report how participant ethnicity was determined. Presumably, participants designated their ethnicity. Only one study examined the degree of acculturation of the participants. In this study, most participants were identified with Mexican culture (Velasquez & Callahan, 1990a ). Alternatively, it is possible that many of the ethnic minority participants in the studies reviewed were relatively disidentified with their ethnic group, insofar as they were involved in mainstream European American institutions (e.g., colleges, mental health centers, psychiatric hospitals, Veterans Affairs hospitals).
Perhaps the emphasis in the currently reviewed studies on between-ethnic groups differences resulted in a lack of attention to within-group differences. However, there is certainly a great degree of variability within all ethnic groups, including European Americans. Such variables as generation in the United States, language fluency, acculturation, ethnic identity, perceived minority status, and discrimination are within-group variables that should be considered. The assessment of ethnicity has become much more sophisticated than simple self-report of one's ethnic group, as was used in most of the currently reviewed studies (Kohatsu & Richardson, 1996; Sabnani & Ponterotto, 1992) . Because of this degree of within-group variability and the difficulties in controlling for relevant between-groups demographic differences, Phinney (1996) had contended that between-groups studies should not be conducted and that the sole focus should be on within-group variability. Nevertheless, ethnic differences research is important in determining the applicability and limits of psychological theories and tests (Ben-Porath, 1990; Okazaki & Sue, 1995b; Triandis & Brislin, 1984) . Future personality and psychopathology research should examine both between-and withingroups variability.
